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Cerebrovascular accidents in association with childbirth are uncommon and were originally ascribed to cerebral thrombophlebitis.' However Cross, Castro and Jennett reported thirty-one patients of whom twenty-five had arterial disease and it is now accepted that cerebrovascular accidents in pregnancy and the puerperium are as likely to be of arterial as of venous origin.2 In the patient we now report arterial occlusion occurred but was due to emboli from non-bacterial thrombotic endocarditis following pregnancy.
Case report
A previously healthy 25-year-old woman suddenly developed a severe headache and increasing drowsiness, four days after delivery. Her thirty-four week pregnancy was normal apart from unexplained polyhydramnios and she had been discharged from the maternity unit following a normal spontaneous delivery. On admission she was deeply unconscious with bilateral extensor plantar responses. She was apyrexial and the blood pressure was 140/90 mm Hg. Heart sounds were normal and no murmurs were heard. Full blood count including platelet count was normal. The electrocardiogram and chest radiograph were normal. Computed tomography showed bilateral haemorrhagic lesions in the basal ganglia (fig, a) 
Discussion
Non-bacterial thrombotic endocarditis is characterised by sterile vegetations consisting mainly of fibrin without inflammatory cells and with no destruction of the underlying heart valve. It is easily distinguished histologically from infective endocarditis. Its aetiology is incompletely understood though it is associated with disturbances of coagulation mechanisms.3 Diagnosis during life is difficult as cardiological examination is often normal and there are no reliable laboratory tests. Echocardiography may help in making the diagnosis and successful treatment by prosthetic valve replacement has been reported. ' This type of thrombotic vegetations on heart valves is usually associated with malignant neoplasms but has been recorded in a wide variety of non-malignant conditions.5 It rarely occurs in otherwise healthy people and in this patient the cause may be associated with the increased clotting tendency present during pregnancy and the puerperium.6 As far as we are aware, non-bacterial thrombotic endocarditis has not previously been reported following pregnancy.
The clinical history and computed tomogram appearance in this patient suggested primary basal ganglia haemorrhages. Subsequent necropsy and histological study showed the lesions to be haemor-79 
